BOTTOM LINE RECOMMENDATIONS

Croup
»

»
»
»
»

Croup is the most common cause of upper airway obstruction in children. The typical age of presentation is between
6 months and 5 years with a peak around 2 years of age. Consider other causes of upper airway obstruction such as
bacterial tracheitis, epiglottitis, and retropharyngeal abscess in children who present with severe symptoms with a
transient or lack of response to croup treatment.
Presence of acute onset barky cough strongly suggests croup.
X-rays are rarely necessary to confirm the diagnosis of croup.
Because croup symptoms are triggered by a viral infection, antibiotics are not effective.
Oral dexamethasone (1 dose of 0.15 to 0.6 mg/kg, max dose 12 mg) should be given to ALL children who present to
the emergency department with croup.

At initial assessment, children with:
MILD croup (no inspiratory stridor at rest or indrawing) can be safely discharged home after dose of dexamethasone
without any further observation.
» MODERATE croup (inspiratory stridor at rest and mild to moderate indrawing) should be observed after dose of
dexamethasone until both stridor at rest and indrawing resolve (usually a few hours).
» SEVERE croup [stridor (often biphasic), severe chest wall indrawing, agitation] should be treated with 5 mL of 1
mg/mL (1:1,000) epinephrine via nebulization and oral dexamethasone.
» More than one dose of nebulized epinephrine may be required in the treatment of severe croup.
If children are treated with epinephrine, they should be observed for a minimum of 2 hours before being discharged
from medical care.
»

Criteria for safe discharge home
»
»

Absence of inspiratory stridor at rest and respiratory distress (suprasternal, intercostal and chest wall indrawing).
Croup resources to share with parents can be accessed at https://trekk.ca/patientsandfamilies.

Criteria for hospital admission
»

Persistence of stridor at rest and respiratory distress (defined above) 4 hours or more after treatment with
dexamethasone and repeated doses of nebulized epinephrine.

Criteria for transfer to children’s hospital intensive care
»

Persistent severe croup [stridor (often biphasic), severe chest wall indrawing, agitation] despite treatment with two
doses of nebulized epinephrine and oral dexamethasone within first two hours of assessment and treatment.

The purpose of this document is to provide healthcare professionals with key facts and recommendations for the diagnosis and treatment of croup in children.
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